METHODS
Our surveillance effort for Lyme disease has primarily been an epidemiologically defined passive system. That is, the Minnesota Department of Health (MDH) personnel did not routinely survey physicians in the state for case assessment. Since 1980, as part of our passive surveillance system, we have published an article regarding Lyme disease each spring in the MDH Disease Control Newsletter, a publication received by more than 6,000 state health professionals. Physicians and other health professionals were encouraged in these articles to report cases of Lyme disease to local health agencies or the Acute Disease Epidemiology Section of the MDH. In April 1982, we collaborated with three local physicians in the publication of an article on Lyme disease in the state medical journal [12] . In the spring of 1983 we also publicized, to the medical community, the availability through MDH [17] .
RESULTS
During the four years, 1980 to 1983, 83 Minnesota residents have been diagnosed with Lyme disease (see Fig. 1 ). Seventy-five (90 percent) had onset in 1982 and 1983. Our results will specifically address these 75 patients. They had onset of illness between the months of March and October, with 69 percent of the onsets in June or July (Fig. 2) . Fifty-six patients (75 percent) recalled a tick bite three to 27 days prior to the development of ECM. In particular, two cases, one with onset in late March and the other with onset in mid-April, remember bites by a small and unusual "wood tick" prior to illness. The description provided by the patients of the two biting ticks supports the conclusion that they were Ixodes dammini.
Fifty-six ( [18] [19] [20] [21] [22] [23] . In particular, there can be a significant increase in case reports for a disease that suddenly gains national importance and whose natural history is initially unclear [22, 23] . However, it is possible that there has been a significant increase in the number or range of the Ixodes tick in Minnesota. It is also possible to speculate that the Ixodes dammini spirochete has only recently become prevalent among the Ixodes ticks in the state. Last, a less likely possibility, is that Minnesota residents are now participating in more outdoor activities and therefore coming into contact with the ticks more often than in the past.
Although a marked increase in the incidence of Lyme disease may have recently occurred, without a regional or possibly even a statewide extensive retrospective medical chart review for patient diagnoses suggestive of Lyme disease, we will not be able to comment further on the reason(s) for this increase. Regardless of reason(s), Lyme disease is now an important public health problem in the state.
Of particular importance is the finding that only 75 percent of our patients had their tick exposures in Minnesota and that only 37 percent had their exposures in the same county as their home residence. This has important implications with respect to the timely and accurate diagnosis of Lyme disease patients and the need to determine the location of a tick exposure rather than the location of a patient's residence for the purposes of epidemiologic study. With at least 14 [10] .
Until a sensitive and specific serologic assay is available, Lyme disease epidemiologic surveillance and studies in areas with sporadic cases, or on the border of endemic areas, will be difficult. Such studies are necessary to define the incidence of Lyme disease and, more specifically, to assist the physician in regions of the coun- try not yet known to have the infected Ixodes ticks, in appropriately diagnosing and treating these patients.
